INTRODUCTION {#sec1-1}
============

Pregnancy is a particularly vulnerable time during a woman\'s life. In addition to common health problems during pregnancy, including gestational diabetes, hypertension, and anemia, mental health issues also pose a large problem. Depression is the leading cause of disability for women worldwide,\[[@ref1]\] and pregnancy has been associated with an increased risk of depressive episodes.\[[@ref2][@ref3]\]

Postpartum depression is a relatively well-known phenomenon, but studies have shown that depression is also often present in pregnancy, with as many as 12.7% of pregnant women having an episode of major depression.\[[@ref4]\] It has been found that 23% of women with postpartum depression started experiencing symptoms of depression during pregnancy.\[[@ref5]\] Having an antenatal anxiety disorder has also been found to be a strong risk factor.\[[@ref6][@ref7]\] Studies on antenatal anxiety have indicated that generalized anxiety disorder is the most common, with a prevalence of about 8.5%--10.5%, followed by panic disorder (1.4%--5.2%) and obsessive--compulsive disorder (1.2%--5.2%).\[[@ref8][@ref9][@ref10][@ref11][@ref12]\] Stressful life events during pregnancy, a lack of social support, and a previous history of depression have been identified as important risk factors for mental morbidities during pregnancy as well. Childcare stresses, pregnancy and obstetric complications, poor relationship with their partner, and lower socioeconomic status have also been identified as moderate-risk factors for depression in pregnancy.\[[@ref6][@ref7]\]

Antepartum mental health issues are of public health concern because of the implications for the health of both the mother and child. Depression during pregnancy has been associated with poor attendance at antenatal clinics, substance abuse, and low birth weight, all of which can lead to neonatal morbidity and mortality.\[[@ref13][@ref14]\] Anxiety disorders are associated with elevated maternal cortisol, which is a predictor of negative neonatal outcomes, impaired cognitive development, and future behavioral problems.\[[@ref15]\]

Mental health issues during pregnancy must, therefore, be diagnosed and addressed. It is clear that interventions to improve maternal mental health during pregnancy are important preventive strategies against negative health and developmental outcomes in newborn and children. Since studies have shown that poverty and mental health issues interact in a negative cycle,\[[@ref16][@ref17]\] there is an increased need to screen for and treat antenatal mental morbidities among communities of lower socioeconomic status. Further, migrant populations, who often reside in urban under-privileged areas, have been identified as a group that is at especially high risk for mental health issues during and after pregnancy.\[[@ref18]\] However, very few studies have been done to examine antepartum mental morbidities in these vulnerable communities, which make up roughly 30% of urban Indians.\[[@ref19]\]

The study was therefore conducted with the aim to screen antenatal women in an urban underprivileged area for mental health disorders during pregnancy and to determine the factors associated with these mental health disorders.

METHODS {#sec1-2}
=======

This was a hospital-based study conducted during 2-month period in 2016 in an urban underprivileged area of Bengaluru. Permission was obtained from Bruhat Bengaluru Mahanagara Palike Chief Health Officer to conduct this study in a Government Maternity Hospital in that area. Approval from Institution Ethics Committee of St John\'s National Academy of Health Sciences was also obtained.

A sample size of 208 was calculated (with a 5% precision) based on a systematic review that estimated a 15.9% prevalence of mental health disorders among pregnant women in low- and middle-income countries.\[[@ref7]\] Pregnant women aged more than 18 years, with gestational age more than 28 weeks, attending the antenatal clinic, were consecutively sampled and were invited to participate in the study. A gestational age ≥28 weeks was selected because the early gestational period is characterized by symptoms of physical morbidities which might mask psychiatric morbidities.

After obtaining written informed consent, the clinical interview schedule-revised (CIS-R), which is a standardized semi-structured questionnaire to assess the mental state of subjects, was administered by a trained person after translating it into the local language. The Schedule has 14 subsections: somatic symptoms, fatigue, concentration, sleep problems, irritability, worry about physical health, depression, depressive ideas, worry, anxiety, phobia, panic, obsessions, and compulsions. Scores of subsections range from 0 to 4. The ratings obtained at interview provide a score for each section, which together can be summed to yield an overall score.\[[@ref20]\] Sociodemographic and obstetric data (including the obstetric sore, gestational age, complications of current and past pregnancy, number of living children, and number of abortions) were also collected. The presence of mental morbidity was indicated by a cutoff score of 12 on the CIS-R.\[[@ref21]\] This cutoff has been shown to have a sensitivity of 87.88% and specificity of 96.15% in detecting mental health disorders.\[[@ref22]\] Those women found to have a mental health problem were referred for further evaluation and treatment. On the other hand, CIS-R \< 12 but scoring on one or more subsections may be termed as "presence of psychological symptoms."

The data were entered into Microsoft Excel and analyzed using a Statistical Package for Social Sciences Version 16 (SPSS for windows version 16.0. Chicago. SPSS Inc). Descriptive analysis of sociodemographic and obstetric variables was done by calculating frequency, proportion, mean, median, and standard deviation. To determine statistical associations between mental health problems and various demographic factors, tests of significance such as Chi-square test and Fischer\'s exact were used as appropriate.

RESULTS {#sec1-3}
=======

A total of 208 pregnant women were included in the study and screened for antenatal mental health disorders.

The mean age of the women in this study was 24.47 ± 3.93 years (range = 18--41 years).

The mean number of family members was 4 ± 2.26, and the median per capita monthly income was Rs. 2071. Majority of the women were homemakers and belonged to socioeconomic class II by BG Prasad classification \[[Table 1](#T1){ref-type="table"}\]. The mean gestational age of women in this study was 32.84 ± 3.31 weeks. The majority of the women were multigravidae (56.8%) \[[Table 2](#T2){ref-type="table"}\].
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Sociodemographics of study subjects (*n*=208)
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Obstetric details of the subjects (*n*=208)
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Out of 118 multigravidae women, 32 (27.6%) had a history of a pregnancy or delivery complication, with the cesarean section being the most common (68.8%). Of the 103 women with no living children, 90 were primigravidae and 13 had an abortion in the past. There was no history of postpartum depression among any of the women.

According to CIS-R, 12 (5.8%) pregnant women in this study screened positive for possible antepartum mental morbidity (score of ≥12). Eight of these women screened positive for depression, three had depressive ideas, and three had sleep or somatic symptoms. However, there were a total of 82 women (39.4%) who had the presence of psychological symptoms even though their total CISR score was below 12. The most commonly found symptoms were depression, followed by depressive ideas, lack of concentration, and irritability \[[Table 3](#T3){ref-type="table"}\].
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Symptoms of antepartum mental morbidities screened using Clinical Interview Schedule-Revised
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It was found that a poor relationship with spouse and poor/satisfactory relationship with siblings and in-laws were significantly associated with the presence of antepartum mental morbidities compared to women who reported good relationships. In addition, the presence of antepartum morbidities was higher in women who expressed a desire for a male child compared to women with no gender preference or a preference for a female child \[[Table 4](#T4){ref-type="table"}\]. There was no significant association of antepartum mental morbidities with other sociodemographic factors such as age, religion, education, family size, socioeconomic status, and occupation, and there was no significant association with obstetric variables such as gravid status, number of living children, or number of abortions in the past
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Association of sociodemographic factors with antepartum morbidities (*n*=208)

![](IJPsyM-40-343-g004)

DISCUSSION {#sec1-4}
==========

The purpose of the study was to screen antenatal women for mental health disorders and to determine the factors associated with mental health disorders in pregnancy.

The CIS-R was used to screen for mental morbidities in the antepartum period after 28 weeks of gestation. According to CIS-R, 12 (5.8%) pregnant women in this study screened positive for possible antepartum mental morbidity (score of ≥12). Of these, eight had probable depression and three had depressive ideas. This was lower than the study done in Vellore, Tamil Nadu,\[[@ref17]\] where 16.2% screened positive for depression using the same tool. This may be due to the higher education status of our study population and the fact that the women resided in an urban area where health services were easily accessible. However, age, educational status, family type, religion, and gravida status were similar to the Vellore study.\[[@ref17]\]

The prevalence of antepartum mental morbidities in this study was lower than that found in an Iranian study of pregnant women in the third trimester, where the prevalence was 21.4%.\[[@ref23]\] It was also lower than a study done during the second trimester of pregnancy among 1795 women in Northern Sweden, where psychiatric disorders were present in 14.1% of the women.\[[@ref24]\]

The difference between these populations and the present study population is that majority of our women belonged to a joint family and had family support. However, in this study, there was no difference in antenatal mental morbidity among women in a joint family and those in a nuclear family.

In our study, 39.4% of women had the presence of one or more psychological symptoms even though their total CIS-R score was below cutoff of 12. The most common psychological symptoms were depression (10.1%), depressive ideas (5.3%), and irritability and lack of concentration (5.3%).

It is important to note that 10% of the pregnant women in our study had symptoms of depression, as it is a known fact that depression during pregnancy has been associated with adverse fetal outcomes as well as postpartum depression.\[[@ref13][@ref14]\]

In the present study, women also had symptoms such as worry, sleep problems, and fatigue. This could be because the majority of women were multigravidas in this study. These women had to take care of their children and were also involved in regular household chores, leading to decreased rest.

A Brazilian cross-sectional study reported the prevalence of antenatal anxiety to be 59.5%,\[[@ref25]\] and in a study conducted in Hawaii among pregnant women between the age group of 18--35 years of age, 13% had anxiety.\[[@ref26]\] In our study, the prevalence of anxiety was only 1%. This might be because the majority (61.1%) of study subjects belonged to a joint family, and mostly, they will be in their mother\'s house which will reduce the amount of psychological anxiety and stress.

The study population screened positive for physical problems, sleep problems, fatigue, and irritability. Reason can be stated that the majorities (56.8%) of women were multigravidas and had to take care of other living children in the family, leading to decreased rest. They are also involved in regular household chores.

We found that antepartum mental morbidities are associated with a desire of male child and poor or just satisfactory relationship with in-laws, siblings, and spouse, which was similar to many other studies.\[[@ref27][@ref28][@ref29][@ref30][@ref31][@ref32]\] Probably, women without a male child and desirous of the same were apprehensive and anxious about the outcome of their current pregnancy, leading to psychosomatic disorders which were picked up by CISR. These associations in our study may be because they may be young in their marriage career.

A similar study in Goa, India, showed a significant association of antenatal mental morbidity with factors such as illiteracy of mother, younger age of the mother, and nuclear family.\[[@ref33]\] This was not the case with the present study where desire for male child and family relationship were significantly associated with mental morbidities and not education or age of mother and type of family.

The National Mental Health Survey of India 2015--2016 revealed that the prevalence of mental disorders in adult females was 7.5%, with predominance in depressive disorders and neurotic and stress-related disorders,\[[@ref34]\] which were more than the present study maybe because all women more than 18 years were assessed in that survey. Another study done in rural South India among women also showed an increased presence of mental morbidities.\[[@ref35]\] The pressures created by their multiple roles, gender discrimination, and associated factors of poverty, hunger, malnutrition, overwork, domestic violence, and sexual abuse combine to account for women\'s poor mental health.\[[@ref36]\]

There are important public health implications our findings. Since 5.8% of pregnant women in the third trimester were found to have mental morbidity, this translates into thousands of pregnant women in the country suffering from mental morbidities which may be going undetected and untreated. This, in turn, could lead to several thousands of cases of postpartum depression, which could result in poor maternal and child health outcomes.

The present study lacked qualitative approach which prevented the researchers from probing deeper into the real issues faced by pregnant women which led to these mental morbidities. Overlapping of physical symptoms in the third trimester with psychological morbidities may have altered the results.

The findings of this study are the call for integration of psychological interventions in routine antenatal care, either universal or targeted, as part of maternal and child health activities of the accredited social health activists at the primary care level.

CONCLUSION {#sec1-5}
==========

In the present study conducted among women availing antenatal care at a Government Maternity Hospital in an urban underprivileged area of Bengaluru, 5.8% of pregnant women in the third trimester screened positive for antepartum mental morbidities. Poor or just satisfactory relationship with spouse, siblings, and in-laws and desire for a male child were the predictors of antepartum mental morbidities. Considering the adverse fetal outcomes and poor maternal well-being of pregnant women with mental morbidity, it is important to include screening and treatment of mental morbidity as a part of routine antenatal care.
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